Firstly, and most important, tubing in the subarachnoid space has a strong tendency to become blocked. Secondly, tubing tends to slip out of position when intraventricular pressure is released.
The first tendency may be minimized by using physiologically inert materials, by providing as large a surface as possible for the escape of fluid-, and by devising a straightforward operative technique in which minimal disturbance of tissues and complete hmmostasis are easily attainable. The second danger is overcome by using a self-retaining tube.
Accordingly, I designed a drain embodying all these features. It is made of nylon throughout. The outer end of the tubing is protected by a nylon disc 2 cm. in diameter and 3 mm. thick which lies flat on the cortex, and fluid escapes all round the deeply grooved periphery. The inner end of the tube is held in the lateral ventricle by its curled shape. This last feature is unnecessary in patients whose ventricles are comparatively small and in whom a reasonable thickness of cortex remains. For these I have made a straight-shafted tube. Both forms, with a stilette, are shown in Fig. 1 . The shape of the FIG. 1.-Drainage of hydrocephalus. device has been planned for ease of insertion. A stiff stilette is passed through the tube to straighten it and the blunt closed end is passed through the cdrtex in the track of a brain needle. A 3 cm. incision in the dura and arachnoid permits the disc to be rotated into the subarachnoid space well away from the operative site.
Manufacture of the drain is simple. The disc is turned on the lathe from nylon rod. The tubing is shaped by passing a malleable stilette, bending as required, and subjecting it to heat before removing the stilette. About 110°C. is required for bending, so the device may be sterilized by boiling without losing its shape.
Mr. G. H. Macnab has performed the operation at the Westminster Children's Hospital twelve times in the past six months, and although 3 patients have already relapsed, the majority appear to be progressing well. Ventricular pressures and measurement of the head on the first 3 cases, taken three months after operation, show encouraging figures. All were cases of rapidly advancing hydrocephalus and all had ventricular pressures in excess of 300 mm. of C.S.F. Their pressures after three months were respectively, 50, 120, and 95 mm. In none of the 3 cases had the circumference of the head increased, and in one it was still 7 5 cm. below the pre-operative figure.
It would obviously be absurd to derive from these early results anything more than encouragement to test the method further, but I feel that some cautious optimism is justified. In Mass.] THE problem of the cerebral palsies in childhood is relatively simple. The emotional situation is usually met by authoritative and optimistic management and many people are involved in persistent training. The parents are supported by groups of therapists and tend to be comforted.
A very different situation may arise as the child grows older and as adult life is approached. It has seemed to me that doctors in cerebral palsy clinics have been reluctant to face the fact that very little reliable evidence of the fate of the adult exists.
During the last few years we have been studying the long-term prognosis ofthese children. It has seemed to us that only two groups of patients, among the mass ofcases defined as "cerebral palsy" of one kind or another, can be regarded as syndromes in the ordinary medical sense.
The children whose difficulties can be traced to kernicterus certainly have characteristic mbtor patterns and typical disorders of hearing and vision. The hemiplegic children also conform somewhat to type with sensory as well as motor difficulties. The rest of the children are highly irregular in symptomatology and mass prognoses are impossible.
It has seemed to us that the appraisal of these children must be based on the course of growth and development in the presence of anatomical, physiological, and psychological deviations.
In particular the distortion of development leads to difficulties in the achievement of independence and to complications between the child and tne adults who are responsible for his care.
[Dr. Crothers showed a film illustrating various aspects of this admittedly complicated problem.] (1955 British Medical Journal, i, 555) . He added some comments based on the 87 children followed at the Canadian Red Cross Memorial Hospital, Taplow, and on a further series of early cases seen since that time, contrasting the results with others upon which other interpretations have been based. He indicated that a drug successful in the treatment of acute rheumatism has yet to be found.
Dr. Bernard Schlesinger: The Changing Face of Rheumatism
Dr. Schlesinger showed how the incidence of rheumatic fever had been falling since the turn of the century, and particularly during the last thirty years. With this; the severity of rheumatism seemed to have diminished, although this was more a clinical impression than a statistical fact. Possible reasons for this improvement were debated, including evacuation to the country, decline of streptococcal infections, less overcrowding and better diet. A combination of improved circumstances was considered to be mainly responsible, providing a more balanced diet and a better-nourished child population. Some comparison was made between the clinical picture of rheumatic fever now and in the past, and also of the age group most likely to be affected, which had altered. Emphasis was laid on the many problems which existed fifty years ago and still remain unsolved. Diagnostic criteria were the same, but there had been some advance in prophylactic treatment with antibiotics. -Surgery was now available to relieve progressive disability from mitral stenosis in adult life, but careful selection of cases was desirable.
The future was in the air. Although more benign at the moment, rheumatic fever might well relapse into its former virulence. There was little to suggest that the essential features of the disease had really changed.
Dr. G. T. Thomas: Diagnosis of Rheumatic Carditis
Dr. Thomas discussed the criteria on which the diagnosis of rheumatic carditis could be made early in an attack. Tachycardia was not as important or as common as had been stressed in the past: it occurred only in severe attacks and in nervous children. Enlargement was not an early sign but might develop after weeks or months of activity in a severe attack: any sudden increase in size was more likely to be due to pericardial effusion. Pericarditis, though certain evidence of carditis, was encountered in only 15 % of cases; the PR interval was prolonged in only between 10 and 25 %, depending on what eriteria were used. Other ECG changes were not often helpful; the QTc was prolonged in only one-quarter of cases and T-wave changes were rare save in pericarditis. Early carditis could most often be diagnosed on auscultation; significant murmurs might occur within a few days of the onset of an attack. The subsequent course of these early cases, and others with more marked heart signs either from one attack or more, was shown over a follow-up period of three years.
